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Editorials 


The A. D. A. Forecast 


The American Diabetes Association pub- 
lishes the A.D.A. Forecast which is a maga- 
zine for patients and it might be said for 
physicians who undertake the management 
of this condition. 

Before insulin the forecast was difficult 
and usually dark. Now it is relatively good 
especially if the patient can be given an 
intelligent grasp of the disease and all its 
implications. The forecast for the individual 
patient depends largely upon his power to 
grasp the full significance of his condition 
and the great importance of his full co- 
operation with the attending physician. A 
notice of the publication appears on another 
page in this issue of the Journal. 

A few years ago the editorial columns of 
the Journal carried a notice of this publi- 
cation and recommended that it should be 
brought to the attention of all practicing 
physicians and placed in the hands of all 
literate diabetics. 


“What Luck?” 


Though this might well be the physician’s 
abiding question with reference to his daily 
work, it really is the angler’s greeting. Fort- 
unate is the doctor who has heard it echo- 
ing across the water and has learned its 
meaning while otherwise oblivious to the 
world’s demands. 

Spring is here. Reverie overrides the New 
Year resolutions. I am dreaming. Far from 
the world’s fish markets comes the sweet 
smell of a freshly lined creel. I catch the 
glint of a speckled trout or the iridescent 
gleam of a rainbow through the moist green- 
ery in the creel. I see “. . . a few shining 
pebbles from the bed of the brook, a few 
ferns from the cool green woods and a few 
wild flowers from places that you remem- 
ber.” I hear the song of the mountain steam 
as it laves my limbs and sends my blood 
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aloft. I feel the thrill of the rod as it yields 
tc the strike, responds to the run, levels with 
the leap and holds its spring until the bat- 
tle is won. 

The spell of the primitive is upon me. I’m 
headed for far-away silent places where sun 
and stars above limitless horizons hold whis- 
pering converse over the incomparable gifts 
of nature. I see sweet smelling wooded slopes, 
aspen clad morains and musical streams 
tumbling down to the mountain meadows 
for a peaceful pause in placid pools where 
fanning fins are never still. Once one has 
packed into high mountain fastnesses, the 
call of spring is irresistible. 

Physicians long in the harness, primed 
by preaching, disciplined by duty, cursed by 
custom, and held by habit need a vacation. 
If you are made of ordinary human stuff 
and the call comes you will listen. Perhaps 
you will go. The Great Fisherman would ap- 
prove. Izaak Walton would agree. Henry 
Van Dyke would acquiesce and Grover Cleve- 
land would vote aye. 

The road is open. If you can find a place 
where no plane has crashed, where no cars 
have collided and no dudes have resided, 
you are lucky. 

Get out your rod and your red bandanna, 
and fling your troubles upon the wind and 
let time fly. Simon Peter said, “I go a- 
fishing: and they said we also will go with 
thee.” 


Who is a Medical Technologist 


The importance of this question to all 
practicing physicians is emphasized by the 
following definition: 

“A medical technologist is one who, by 

education and training, is capable of 

performing, under the supervision of a 

pathologist or other qualified physician, 

the various chemical, microscopic, bac- 
teriologic and other laboratory proced- 
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ures used in the diagnosis, study and 

treatment of disease.” 

These functions formerly belonging to 
physicians alone are now performed by the 
members of a relatively new profession. 
Medical technologists organized as the Am- 
erican Society of Medical Technologists reg- 
istered by the Board of Registry of Medical 
Technologists of the American Society of 
Clinical Pathologists. The profession is an- 
cillary to the medical profession and while 
it has made important diagnostic services 
more readily available, increasing the phy- 
sicians competency and conserving his time, 
it has in no way lessened his responsibility 
te the patient. Though the technologist car- 
ries out the techniques and performs all the 
tests, the attending physician is responsible 
to the last detail for every procedure. His 
protection is dependent upon the qualifica- 
tions and certified competency of the tech- 
nologists. Thus it is imperative that all phy- 
sicians keep these facts in mind. The Hip- 
pocratic Oath and the modern Code of Med- 
ical Ethics makes this incumbent. 

If this is true of all physicians who di- 
rectly or indirectly make use of the serv- 
ices of medical technologists, how much 
more important that physicians, medical 
clinics, clinical laboratories and hospitals 
employing medical technologists determine 
the qualifications of all laboratory techni- 
cians. Only those who have fully met the 
high standards of the Board of Registry 
under the auspices of the American Society 
of Clinical Pathologists should be considered 
fully competent. These only are graduates 
of schools approved by the Council on Med- 
ical Education and Hospitals under the 
American Medical Association. Though “The 
Registry of Clinical Laboratory Techni- 
cians” was discussed in the Journal of the 
American Medical Association March 30, 
1940’, it seems wise to call the situation 
to the attention of our readers. The proper 
designation is Medical Technologists (M.T.- 
A.S.C.P.), the latter indicating registration 
under the authority of the American So- 
ciety of Clinical Pathologists. 


This Issue of The Journal 
For years with cautious conservatism your 


1. J.A.M.A. Vol. 114, No. 13, page 1296 (March 30) 1940. 
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Editorial Board with the help of Miss Mary 
Lou Crahan, Editorial Assistant, and the co- 
operation of the Executive Office, has tried 
to improve the appearance, readibility and 
usefulness of the Journal. 

Certain changes having become necessary, 
the Board in cooperation with representatives 
of The Transcript Company, Norman, our 
new publishers, decided to employ 10 point 
type throughout, and to alter departmental 
headings conforming to modern trends in 
good journalism. 

Perhaps of greater importance are the 
plans for more careful preparation of manu- 
scripts, more meticulous editing with accu- 
racy, clarity and brevity ever in mind. The 
Board bespeaks your criticism and coopera- 
tion. 


Important Lecture: 





From the University of Edinburgh to 
the University of Oklahoma 


On March 22 at four o’clock in the after- 
noon Dr. Douglas Guthrie of Edinburgh will 
lecture on the history of the microscope in 
medicine. His title, “The Pursuit of the Infi- 
nitely Small.” 

In his splendid text on the history of medi- 
cine, Doctor Guthrie quotes Mr. Churchill as 
having said, “The longer you can look back, 
the further you can look forward.” This 
being the case we should attend this lecture 
and look back. In so doing we may better 
understand how the infinitely small may help 
to explain the appallingly large. 

All physicians are invited. The main audi- 
torium in the Medical School Building. 





Europe Grand Tour 


The California Medical Association 
announces its first annual Grand Medi- 
cal Tour of Europe which is open to 
physicians in all states. The tour, which 
will be held April 5 to May 5, will in- 
clude France, England, Italy, Holland, 
Belgium, Germany and Switzerland. 
Further information may be obtained 
from John Hunton, Executive Secre- 
tary, California Medical Association, 
450 Sutter, San Francisco 8, Calif. 
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Treatment of 


DISSEMINATED COCCIDIODOMYCOSIS 


with Stilbamidine (Case History) 


M. C. GEPHARDT, M. D. and T. J. HANLON, M. D., Muskogee 


Previous methods of treatment for sys- 
temic infections with coccidioides immitis 
have been unsatisfactory. The reports on 
the usefulness of stilbamidine in the treat- 
ment of sytemic blastomycosis suggested 
trial in a case of coccidiodomycosis.':? Per- 
sonal communications from Clarence L. Rob- 
bins, M. D., of Tucson, Arizona, and John 
H. Seabury, M. D. of New Orleans, Lou- 
isiana, furnished the details for the admin- 
istration of stilbamidine. The drug was 
made available through the courtesy of R. C. 
Pogge, M. D. of Cincinnati, Ohio. 


Case Report 


A 33-year-old white oil field hand and 
farmer (L.E.D.) first developed persistent 
fever from his disease in November, 1950. 
This was while employed in oil field work 
near Bakersfield, California. His grand- 
mother died of the disease in 1946 after a 
short illness. His diagnosis was established 
in February, 1951, with cervical lymph node 
biopsy material. The patient was told the 
diagnosis and was given a poor prognosis. 
Supportive therapy was started. 

He was first seen by one of the authors 
in June, 1951. By this time there was pro- 
gressive weight loss. Also, small skin nod- 
ules with chronic drainage had developed. 
These occurred on the right hand, leg, and 
foot, both cervical areas, and on the left 
hip. Weakness and fatigability were bother- 
some. There had been a right eye injury 
unrelated to the fungus disease. 


On this examination the blood pressure 
was 98/72 with a normal temperature, pulse, 
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Maurice C. Gephardt M. D. and Thomas 
Joseph Hanlon, M. D. of Muskogee are joint 
authors of “Treatment of Disseminated Cocci- 
dioidomycosis with Stilbamidine”. Doctor Gep- 
hardt was graduated from the University of 
Oklahoma and practiced in Illinois before 
coming to Oklahoma. Doctor Hanlon is on the 
Staff of the Veterans Administration Hospital 
in Muskogee. 


and respiration. He was a thin, chronically 
ill appearing white male. Skin lesions were 
present on tip of nose, right cheek, right 
shoulder, right hand, and left buttocks. They 
were violacious in color, crusted, slightly 
indurated, and non-tender. Two soft masses, 
2 cms. in diameter, were present in the 
scalp. One was just anterior to the vertex 
and one in the occipital region. They seem- 
ed to involve the external table of the cal- 
varium. There was an open wound in the 
left cervical region at the site of a previous 
biopsy. In the middle of this wound there 
was a lymph node about 1 cm. in diameter. 

Scrapings from the nose lesion and spu- 
tum examination on wet smear showed bod- 
ies resembling Coccidioides immitis. Culture 
of sputum was negative. Gastric washings 
showed many spherules on wet smear re- 
sembling the fungus. Complement fixation 
tests by the Army Medical Center, Depart- 
ment of Bacteriology, were negative to his- 
toplasma antigens, but positive to Coccidioi- 
des antigen to a dilution of 1:1280. Collo- 
dion agglutination test for histoplasma anti- 
bodies was negative. Pathological examina- 
tion of the lymph node showed the fungus. 
(Figure 1) 
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Roentgen films showed enlarged para- 
tracheal and hilar lymph nodes with an ap- 
pearance of diffuse fibrosis and infiltration 
of the lung. Heart shadow was normal. The 
skull showed multiple, irregular areas of 
bone destruction with a moth-eaten appear- 
ance in the frontal, parietal, and occipital 
regions. (Figures 2 and 3). Similar areas 
of bone changes were found in the shaft 
of the left tibia and fibula and in the right 
tibia. (Figure 4). These were interpreted 
as being due to a fungus infection. 

After two days in the hospital he returned 
to his home physician. About two months 
later a drainage appeared near the top of 
his head. In July, 1952 he returned because 
of a ti.robbing right frontal headache that 
had been present for one week. No motor 
incoordination or sensory changes had been 
noted. There had been anorexia with 10 
pounds weight loss in the week before this 
admission. 

Physical examination this time showed a 
weight of 130 pounds, temperature 99.4° F., 
pulse 80, and blood pressure 110/70. He ap- 
peared chronically ill but was alert, orien- 
tated, and cooperative. There was the drain- 
ing lesion on the vertex of the skull with a 
serous discharge. The soft nodule in the oc- 
cipital region was still there. The nose and 
neck lesions were healed. Cervical, axillary, 








Fic. 1. Magnification 1500X. Section of lymph node 
obtained June, 1951, showing cell of cocciodiodes im- 
mitis. 


epitrochlear, and inguinal lymph nodes were 
small, shotty, discrete, and non-tender. No 
localizing neurologic findings were found. 
Other findings, including no papilledema, 





Fic. 2 Left alteral view of the skull Frc. 3. A PA view of the skull shows Fic. 4. Multiple small cystic lesions 
shows areas of bone destruction in areas of bone destruction in the pos- are shown involving the left tibial 
the posterior, frontal, and parietal terior, frontal, and parietal regions and fibular cortices. The upper les- 
regions. Margins of lesions are of to the left of the sagittal suture. ion of the tibia in profile on the lat- 
“punched out” character with no Margins of lesions are of “punched eral view demonstrates short mar- 
evidence of bone reaction. June, out” character with no evidence of gins. The lesion of the lower fibula 


1951. bone reaction. June, 1951. expands the cortex and is surrounded 
by a small zone of a reactive bone. 
Again there is no periosteal reaction. 
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were unchanged from the previous evalua- 
tion. 


Urinalysis was normal. Hemogram show- 
ed RBC 4.90, hemoglobin 14.5 grams, hema- 
tocrit 48, sedimentation rate of 23 mm/hr 
(Wintrobe), and WBC of 5,000. Spinal punc- 
ture showed a pressure of 14.0 cm. of water. 
The fluid was cloudy with WBC 1250/cmm 
(polymorphonuclears 16 per cent and lymph- 
ocytes 84 per cent); globulin markedly in- 
creased; total protein 182 mgm per cent; 
normal serology and collodial gold; and no 
growth of fungi on culture. Sputum was 
negative on wet smear and culture for fungi. 
Skin test with cocciodin, 1/100 dilution was 
negative. Roentgenograms at this time 
showed no significant change from those 
the year before except some increase in dig- 
ital impressions of the skull films suggesting 
increased intracranial pressure. 


Shortly after admission the patient de- 
veloped persistent nausea and vomiting. A 
Miller-Abbott tube was passed to administer 
the desired nutrients and drugs. In a three 
day period, the nausea and vomiting disap- 
peared. After this the patient’s appetite and 
general condition gradually improved. He 
was kept on aureomycin hydrochloride for 
nearly two months until he experienced G.I. 
distress. The spinal fluid test before dis- 


charge showed a WBC of 380/cmm. (poly® 


morphonuclears 56 per cent and lymphocytes 
44 per cent), sugar of 25 mgm per cent, 
marked increase in globulin and tota! pro- 
tein of 201 mg per cent. He was discharged 
September 12, 1952 until stilbamidine could 
be obtained. 


On November 18, 1952, the patient was 
recalled to the hospital for stilbamidine 
treatment. Since the previous discharge he 
had had no new symptoms. He had gained 
weight to 1414 pounds. The temperature, 
pulse, and respiration were normal. Blood 
pressure was 100/70. The lesion on the ver- 
tex of the skull was not draining; the de- 
pression was still there. Other findings were 
unchanged from time of previous hospitali- 
zation. Urinalysis, Kahn, hemoglobin, hema- 
tocrit, and WBC were normal. Sedimenta- 
tion rate of 25 mm/hr was obtained. Blood 
chemistries were: NPN 34, serum calcium 
9.7, serum phosphorus 3.2, alkaline phos- 
phatase 1.2 units, and total protein 6.6 per 
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cent. Spinal fluid results were: WBC 400 
(12 per cent polymorphonuclears-, 64 per 
cent lymphocytes, and unidentified cells 24 
per cent; total protein 657 mg per cent, col- 
lodial gold 5544444444; and Kolmer nega- 
tive. Bone lesions in the skull, tibia and 
fibula were unchanged since July 10, 1952. 
Arms, shoulders, and hands showed no bony 
abnormalities of significance. Chest film 
showed progressive clearing of the bilateral 
miliary lymphadenopathy. All x-ray findings 
were interpreted as compatible with diag- 
nosis of coccidioidomycosis. 


Treatment 


To minimize the reported toxic neuro- 
pathy due to stilbamidine great care in ‘its 
preparation and administration were observ- 
ed. * * * * The stilbamidine vial and an in- 
travenous fluid bottle were wrapped in alum- 
inum foil before making the solutions. After 
dissolving the stilbamidine, the desired 
amount was diluted in the 200 cc. of phy- 
siologic saline in the parenteral fluid bottle. 
This solution was given intravenously by 
slow drip in a darkened room. The dosage 
schedule was 50 mg. the first day, 100 mg. 
the third day, 150 mg. the fifth day, and on 
alternate days thereafter until 12 full doses 
were given. Total amount of stilbamidine 
given was 1950 mgm. (1.95 grams) over a 
27 day period. 

The spinal fluid at time of discharge this 
time showed WBC 650/cmm. (Lymphocytes 
73 per cent, polymorphonuclears 12 per cent, 
and unidentified cells, 13 per cent) and 
total protein 680 mg per cent. X-ray films 
of bones showed no change during the course 
of treatment. No evidence of sensory chang- 
es over trigeminal distribution were appar- 
ent. 


Return visits on February 4, 1953 and 
July 10, 1953 interrupted his farming. All 
sinus tracts had remained healed with resi- 
dual scarring. Numbness of the lips, bridge 
of the nose, and malar prominences devel- 
oped after the February visit. This subsided 
slowly and by September 10, 1953 there 
was only slight hypesthesia of the upper 
lip. The skin lesion between the base of the 
thumb and index finger of the right hand 
was still present. No other skin lesions were 
identified. Believing that this might be a 
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focus of fungi that were not accessible to 
drug therapy, this was excised. 

Microscopic Examination: “The epidermis 
exhibits a marked hyperkeratosis. Within the 
dermis there is an active granulomatous in- 
flammatory reaction chacterized by the pro- 
liferation of numerous mononuclear inflam- 
matory cells including epitheloid type cells. 
There are also multinucleated giant cells, 
many of which are characteristic Langhan’s 
type. Within an occasional one of these 
giant cells there is a spherule characterisite 
of coccidioides immitis.” 

Spinal puncture nine months after the 
showed a normal pressure, WBC of 100 
lymphocytes, total protein 780 mgm per cent, 
a marked increase in globulin, collodial gold 
of 5555555430, and negative serology. Sed- 
imentation rate was 40 mm/hr. 


Summary 


A case of disseminated coccidioidomycosis 
which has been under medical observation 
since November, 1950, is reported. Treat- 
ment during that time was supportive until 
July, 1952, when two months of aureomycin 





hydrochloride was given. This was done in 
a desperate attempt to avert a chronic men- 
ingitis due to the fungus. There was clinical 
improvement but no objective changes. A 
course of stilbamidine (1.95 grams in 27 
days) was given with appropriate precau- 
tions approximately two years from the on- 
set of the illness. There is improvement in 
the spinal fluid WBC but still evidence of 
persistence of the meningeal invasion 12 
months from time of stilbamidine treatment. 
Further treatment with this drug is indi- 
cated and planned. 
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REPORT FROM AMERICAN CANCER SOCIETY 


Since the close of World War II, the 
American Cancer Society has been the pio- 
neer and pace maker in cancer research 
support in the U. S. In 1946 when the So- 
ciety made its first large appropriation of 
2,500,000 for research, other agencies — 
both governmental and voluntary —- were 
spending only an additional $500,000. This 
and ensuing research allocations by the So- 
ciety stimulated expansion of cancer re- 
search support by other agencies, until to- 
day the other agencies spend over twice as 
much annually for cancer research as the 
Society, even though the Society’s alloca- 
tion has increased every year. 
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Money for cancer research grants has been 
allocated, out of contributions obtained dur- 
ing the annual Cancer Crusade of the So- 
ciety, as follows: 


1945 979,047.42 
1946 2,503,934.50 
1947 2,996,714.44 
1948 3,297,973.03 
1949 3,471,424.15 
1950 3,474,069.23 
1951 3,746,591.91 
1952 4,109,546.00 
1953 4,950,000.00 

Total $29,529,300.68 
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ANEURYSM of the MITRAL VALVE 


SAM N. MUSALLAM, M. D. and MARSH McCALL, M. D. 


Even though aneurysms of the valves of 
the heart have been recognized for a long 
time, being noted with the first description 
of malignant endocarditis, they remain rare 
anatomical findings. 

In a review of the literature we have been 
able to find only three cases. of 
aneurysm"** of the mitral valve reported 
during the last quarter of a century and 
none in the American literature. 

Ogle‘ in 1858 reported a case of aneurysm 
of the mitral valve and declared that he 
had observed all together 10 instances of 
cases of true and false aneurysm of the 
various valves of the heart which he could 
find in the “Transactions of the Pathologi- 
cal Society of London.” 

Osler’, in his textbook (1908), discussed 
aneurysms in detail and expressed that in 
the case of mycotic aneurysm emboli in all 
probability pass to the vasa vasora and 
cause weakening of the wall. The intima 
splits and in this way a small aneurysm is 
formed. Any artery may be affected. About 
aneurysm of the valves, he stated that weak- 
ness of the tissue of the valve results from 
erosion, from mycotic ulceration or from 
softening of an atheromatous focus; that in- 
volvement of mitral segment is not so com- 
mon as the aortic and the anterior valve 
more frequently than the posterior. 

Aschoff*, in discussing aneurysm of the 
valves, differentiated between thromboendo- 
carditis simplex and thromboendocarditis 
septica (ulcerosa). He remarked that while 
thromboendocarditis simplex usually runs a 
superficial course, there are cases in throm- 
boendocarditis ulcerosa where the whole 
valve tissue is destroyed through the effect 
of micro-organisms. The ulcers in the latter 
are bigger and more irregular in contrast to 
changes occurring with thromboendocarditis 
simplex. By contact extension the muscular 
walls are affected. The chordae tendineae 
may be destroyed. Occasionally a whole 
valve may be separated from the papillary 
muscle. Thinning of the valvular tissue due 
to ulceration with thrombi on top causes 
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Sam N. Musallman, M.D. has recently moved 
to Oklahoma City from New York City. He was 
born in Lebanon and received his M.D. from the 
American University of Beirut. He practiced in 
Haifa, Palestine before coming to the United 
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protrusion of the valves. The mitral valves 
protrude mostly towards the auricles and 
the aortic valves towards the ventricles. 
These various aneurysms might finally per- 
forate and result in acute insufficiency. 

Thus it seems easy to understand why an 
aneurysm of a heart valve develops if one 
discovers any of the above mentioned causes 
and considers the dynamics of the heart in 
the development of such an aneurysm. But 
in our case no such cause could be detected. 
The questionable etiology, the rarity of this 
pathological problem and the size of the 
aneurysm, make our case worthy of being 
reported. 

We have collected seven mitral an- 
eurysms described in_ the literature since 
1871, } 23.78% 20 and compared them with 
our patient. The data are shown in Table I. 


Report of Case 


I.L.W +55998, a 49-year-old Chinese fe- 
male, born in the United States, was ad- 
mitted July 21, 1951 to Beekman-Downtown 
Hospital at 11:30 P.M. because of uncon- 
sciouness of four hours duration. The hus- 
band stated that she had had “heart di- 
sease” since childhood. Edema of the legs 
was noted six months prior to admission 
and one or two injections of a mercurial 
diuretic had been administered weekly. She 
had no history of rheumatic fever, luetic 
infection or diphtheria. Family and person- 
al history were otherwise irrelevant. 

Physical examination revealed a poorly 
developed and undernourished Chinese fe- 


59 














TaBLE 1: Summary of data of seven cases of mitral aneurysm from the literature as compared with data from our 
case. 
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male in deep coma with Grade III cyanosis. 


Temperature 96° F (rectal); pulse 


46 per 


minute, irregular. Skin was cold and moist. 
Both pupils were contracted and equal. The 


neck was soft with no adenopathy 


was emaciated and narrowed; 


. Chest 
lungs re- 


vealed moist rales. Heart was enlarged to 
right and left of sternum; sounds were of 
poor quality; rhythm was totally irregular 
with apex rate about 80 per minute. Dia- 
stolic and systolic murmurs were heard over 
the apex. Blood pressure was unobtainable. 
Abdomen was soft, liver and spleen were 


was Grade II 
legs. An 
admission 
deviation, 


not palpable. There 
of both arms and 
-ardiogram taken on 
revealed right axis 
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edema 


electro- 
(Fig. 1) 
vertical 


electrical position of heart with extreme 
fibrillation 
multifocal ventricular extrasystoles. Unfort- 
unately, the patient expired a short while 
Thus further studies, chest 
x-ray and stethographic tracings could not 
be done. Autopsy was performed 10 hours 


clockwise 


after admission. 


after death. 


rotation, 


atrial 


Autopsy Findings (Gross protocol) 


Body of a poorly developed, undernour- 
ished Chinese woman, 49-year-old; height 
5'4”; weight 90-95 lbs. Pupils were round 
and dilated equally. No evidenceof external 
injury or violence. No adenopathy. Brown- 
ish discoloration on both lower extremities. 

Abdomen: No free fluid. No pathology 
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in G.I. tract, gallbladder and ducts, liver 
and spleen. 

Thorax: 300 cc of clear fluid in the right 
chest; no adhesions. There was a throm- 
bosis in branch of the right pulmonary art- 
ery with collapse of the right middle lobe. 
Other parts of the lungs were fully crepi- 
tant. 

Heart: the apex was at the sixth inter- 
costal space in the anterior axillary line. 
There was a generalized enlargement of all 
chambers, mainly the auricles. When the 
left auricle was cut open to expose the mitral 
ring, a soft smooth aneurysmal] dilatation 
ot the left mitral] leaflet, the size of a wal- 
nut, was readily seen filling the mitral ring 
(Fig. 2). The convex surface of this mass 
faced the auricular cavity; its concave sur- 
face, which can easily hold a walnut, faced 
the ventricular cavity. Chordae tendineae 
were attached to the edge of this dilated 
valve. When inspected from the ventricular 
cavity it resembled a “parachute”. No 
thrombus or blood was found in it. The sur- 
faces were smooth and there was a small 


rent 6 to 7 mm. at the apex of this dilated 


valve flap. The edges of this rent were rag- 
ged. It seemed to be a point of rupture 
that occurred antemortem. There were no 
vegetations or evidence of scarring macro- 
scopically. The mitral ring was normal, so 
was the other mitral leaflet. The aortic 





Fic. 1: Twelve lead electrocardiogram showing right 
axis deviation, vertical electrical position of the heart 
with extreme clockwise rotation, artrial filbrillation 
and multifocal ventricular extrasystoles. 
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Fic. 2: Photograph showing left auricle opened and 
partly excised to expose the aneurysm, which is seen 
bulging into the auricular cavity and practically filling 
the mitral ring. Left ventricle is cut open. Note thick 
wall and enormous enlargement of left auricle. Arrow 
points to perforation at apex of aneurysm. 


ring, valve cusps and aorta seemed normal. 
There were no vegetations, ulcerations or 
atheromatous changes anywhere. The coro- 
naries were wide and patent. 

Nothing grossly abnormal was found in 
the liver, spleen, pancreas and suprarenals. 
There were no infarcts. The kidneys reveal- 
ed multiple small cysts, but capsules strip- 
ped easily. No infarcts were seen grossly. 

Uterus: Was infantile and ovaries atroph- 
ied. 

Head: Was restricted. 


Microscopic 
(Description by Dr. Gregory Brown) 


Left Mitral Leaflet: Section shows a com- 
plete “parachute” (aneurysm of leaflet). The 
point of rupture shows the ragged and fray- 
ed edges of the cusp as in a mechanical 
tear. The essential changes in the whole flap 
are those of thickening and fibrosis. The 
leaflet consisted of a plain hyalinized fib- 
rous tissue without calcium. Cellularity be- 
yond scattered fibrocytes is poor. This vas- 
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Fic. 3: Microphotograph of a section through left 
mitral leaflet (aneurysm). Plain hyalinized fibrous 
tissue accounts for thickening. The “vascular residua” 
of healing, i. e., vessels of capillary caliber are seen to 
advantage. 

Fic. 4: Microphotograph of a section through the 
right mitral leaflet which shows the same thickening 
by hyalinized connective tissue. The small, thick 
walled arterioles of musculo-elastic type probably rep- 
resent stigmata of R.F. (?), i.e., signs of healed rheu- 
matic disease. 


cularity is quite marked at the base. Here 


the vessels are of course larger and uni- 
formly show fibrotic thickening which in- 
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volves all layers. Myocardium fanwise from 
the ring is likewise insidiously streaked with 
fibrous tissue, i.e. a healed lesion. Even fur- 
ther out small serving vessels in the myo- 
cardium are thickened and often show peri- 
adventitial fibrotic changes (Fig. 3). 

Right Mitral Leaflet: Changes strikingly 
similar to the left leaflet are found in this 
section. The same thickening and hyalinized 
connective tissue was found. There is a ran- 
dom scattering in the leaflet of small thick 
walled arterioles of the musculo-elastic type. 
Here too, at the base, arteries of larger 
type show the distortion, adventitial and 
peri-adventitial scarring (Fig. 4). 

Papillary Muscle: Section of a stout, squat 
and thickened papillary muscle to which the 
mitral leaflet was attached shows the same 
vascular changes as described above. Med- 
ium sized and smaller vessels show the same 
eccentric intimal fibrotic thickening and the 
same peri-adventitial hyalinized fibrous tis- 
sue. There were no typical Aschoff’s bodies 
and none show the Aschoff’s cells of the 
earlier lesions. All are residua of former 
acute changes. 

Left Auricle: Section of the left auricle 
shows similar changes restricted to the vas- 
cular fields. 

Branch of Pulmonary Artery: Section 
shows the thrombus described in the gross. 
lt is practically a ball plug and leaves little 
of the lumen patent. It has firm anchorage 
to the wall and is now being invaded by a 
trajectory of small capillaries and accom- 
panying fibroblasts. Parenchyma generally 
shows the effects of long standing stasis in 
the lesser circuit (Pulmonary) i.e. thicken- 
ing, beading of alveolar walls and heart 
failure cells in the sacs. 


Discussion 


We have presented a case of aneurysm 
of the left mitral leaflet. As compared with 
seven cases collected from the literature our 
case seems to differ from the others in the 
following points: 

1. Our aneurysm seems to be the largest 
yet described. 

2. All other cases except that of Bouilly 
(1872) reported aneurysm secondary to 
acute or malignant endocarditis. There was 
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no evidence of such endocarditis in this pat- 
ient. 

3. All previous cases except that of Pey- 
rot, who did not mention which valve was 
affected, were on the right (anterior or 
aortic) cusp. Ours was on the left. 

4. All other reported aneurysms were 
strictly affecting a part of the valve, Pey- 
rot’s, for example, the free edge. Our case 
may well be described as aneurysmal valve 
rather than aneurysm of the valve, as the 
whole valve was dilated to form the an- 
eurysm. 

5. Our aneurysm was the size of a walnut 
bulging into the mitral ring, causing full 
stenotic effect in life with its auscultatory 
signs and electrocardiographic changes. The 
signs of mitral insufficiency can be explain- 
ed partly by the fact that the mitral leaf- 
lets could not close properly due to the an- 
eurysm and partly by the rupture of the 
latter at its apex. 

6. We have failed to demonstrate any evi- 
dence of malignant endocarditis, ulcerations 
or atheromatous plaques in any part of the 
heart to act as a cause of the aneurysm. 


Summary 


A patient with aneurysm of the mitral 
valve has been presented. The etiology could 
be congenital weakness of the valve, possibly 
due to congenital endocarditis which is 
known to occur". An endocarditis in in- 
fancy or early childhood, or an old arrested 
rheumatic fever could not be definitely ex- 
cluded. 
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ADMITTING PATIENTS TO 
CEREBRAL PALSY INSTITUTE 


Physicians desiring to admit patients to 
the Cerebral Palsy Institute at Norman are 
reminded that an appointment must be made 
for the child at the diagnostic clinic month- 
ly at Crippled Children’s Hospital, Oklaho- 
ma City. Appointments may be made by 
writing the Oklahoma Commission for Crip- 
pled Children, 402 Baptist Bldg., Oklahoma 
City. Letters should give the child’s name 
and age, parents’ name and address, and 
state whether or not the child has ever been 
a patient at Crippled Children’s Hospital or 
ever been seen in a clinic there or through- 
out the state sponsored by the Crippled Chil- 
dren’s Commission. If so, the type clinic it 
was, and the identification number given 
the child at that time should be included 
in the letter. Following examination at Crip- 
pled Children’s Hospital, the recommenda- 
tion is made to the Crippled Children’s Com- 
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mission. 

The following training facilities are avail- 
able at the Cerebral Palsy Institute: 

(1) Physical Therapy — training of large 
muscle groups of the body, usually associa- 
ted with ambulation training. 

(2) Occupational Therapy — training of 
the smaller muscle groups of the body, us- 
ually associated with the upper extremities- 
self help activities such as feeding, dress- 
ing, etc. 

(3) Speech Therapy — training to ini- 
tiate speech where there is none, improve 
enuciation, pronunciation, etc. 

(4) Academic Schooling — for the bene- 
fit of those children who have been in school 
in the home community and in the case of 
those who have not had the advantage of 
school, evaluation of the children for pos- 
sible school work. 
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DOCTOR HOPPS: Dr. Harrison will dis- 
cuss the clinical aspects of our case this after- 
noon. The factual data presented to him 
is identical to that which has been pro- 
vided to each of you in mimeographed form 
and no pertinent clinical information, avail- 
able from the patient’s chart, has been with- 
held. The case does pose an unusually diffi- 
cult diagnostic problem with many com- 
plexities. Our first problem is to unravel 
these as best we can from the clinical stand- 
point, then to review the autopsy findings 
and see to what extent we can make a 
clinical pathologic correlation. 


Protocol 


Patient: 52 year white male. 
Chief Complaints: 1) Pain in RUQ of ab- 
comen 
2) Nausea 
3) Cough 
Present Illness: The patient was first 
seen in University Hospitals in the OPD 
some 10 months before admission. At this 
time he stated that he had not been well 
for nine years having had moderate short- 
ness of breath and easy fatigability. For 
the past two or three years there had been 
definite exertional dyspnea together with 
slight orthopnea and pedal edema occurring 
in late afternoon. During these two years 
he also had intermittent “pain and sore- 
ness” in the right upper abdominal quad- 
rant. This dull pain occurred one to three 
times daily and was not associated with 
meals or exercise. He denied food intoler- 
ances. His bowel habits were regular. He 
had noticed bright red blood in his stools 
for several years—this he attributed to 
“piles”. During the past two years he had 
lost 30 pounds in weight. At the time of 
this first OPD visit his blood pressure was 
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recorded as 133/88. There were a few med- 
ium moist rales scattered over both lung 
fields. The heart was normal to percussion 
and auscultation. The liver extended six 
fingerbreadths below the costal margin in 
the right midclavicular line; it was mod- 
erately tender. At that time urinalysis re- 
vealed 2+ glycosuria. He was given an ap- 
pointment to return in one week for further 
studies. However, he did not return until 
nine months later (one month before ad- 
mission). At his second OPD visit he gave 
a history essentially similar to that record- 
ed previously. During the intervening nine 
months all of his symptoms had gradually 
increased. He had become even weaker and 
had lost more weight (exact amount not 
known). He had begun to notice a fullness 
in the RUQ of the abdomen. Physical exam- 
ination at that time showed that the lung 
fields were clear to percussion and auscul- 
tation. His liver had further enlarged and 
extended to the umbilicus in the midline. 
There was 1+ pitting edema of the feet and 
ankles. The urine contained a trace of glu- 
cose. A chest x-ray at this time was re- 
ported: “Heart is of normal size, shape and 
position. Costophrenic angles are free. An 
area of fibrosis involves the upper half of 
the right lung field. Remaining lung fields 
are clear. X-ray findings would suggest a 
minimal tuberculosis, activity questionable. 
Sputum studies are indicated and another 
film in one month.” He was scheduled for 
several laboratory studies, but again failed 
to keep his appointments. 


One month later he returned to the emer- 
gency room in extremis. He was unable to 
give a history, but his wife stated that 10 
days previously the pain in the RUQ had 
rather suddenly become much worse. He 
was much more dyspneic and within a day 
or two began to have a persistent cough 
productive of small amounts of sputum 
(character not known). He also had been 
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nauseated frequently and had vomited sev- 
eral times during the last two or three days. 
He had eaten nothing for the past week. 
The day before admission he had become 
irrational. 


Past History: He had drunk whiskey 
rather heavily during the depression but not 
in recent years. 


Family History: No history of diabetes, 
tuberculosis or other hereditary or familial 
diseases. 


Physical Examination: T. 102.4° (R), P. 
130, R. 40, BP 60/?. The patient was well 
developed, rather poorly nourished and very 
acutely ill. The skin was cold and clammy. 
Lips and nail beds appeared dusky. There 
were a few spider hemangiomata scattered 
over the chest and shoulders. He responded 
to vigorous stimuli but talked irrationally. 
There was a pronounced increase in the an- 
terior-posterior diameter of the chest. Res- 
piratory excursions were unequal with very 
little expansion of the right side. There was 
dullness to percussion over the entire right 
posterior lung field (most marked in basilar 
regions) with associated marked increase 
in tactile fremitus. Numerous fine and 
medium moist rales were heard over the 
entire right chest and there were occasional 
rhonchi. The percussion note of left chest 
was normal, and there were a few scatter- 
ed, basilar, fine, moist rales here. The trach- 
ea was in the midline. Heart sounds were 
distant and largely obscured by loud res- 
piratory sounds. The heart was of normal 
size to percussion. The abdomen was scap- 
hoid. There was marked guarding by the 
patient, thus hampering examination. In the 
epigastrium and RUQ there was tenderness 
to deep pressure and questionable rebound 
tenderness. An ill defined epigastric mass 
was palpable and this was felt to be con- 
tinuous with liver margin which extended 
just below the level of the umbilicus in the 
right midclavicular line. Rectal examination 
was negative. A cursory neurological survey 
was reported as within normal limits. 

Laboratory Data: Urine examination for 
glucose and acetone bodies was negative. 
The hematrocrit was 41 per cent. Hb. was 
12 gm. per cent with 4.3 m. RBC’s/cu.mm. 
Leukocytes numbered 10,750/cu.mm. with 
89 per cent neutrophils (40 per cent stab 
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forms), 10 per cent lymphocytes and 1 per 
cent monocytes. The sedimentation rate was 
48.5 mm. in one hour. NPN was 158 mg. 
per cent. A fasting blood sugar was 317 
mg. per cent. Serum amylase was 39 mg. per 
cent. The CO: combining power was 31.36 
vol. per cent. A blood Mazzini done at the 
first OPD visit was negative. An electro- 
cardiogram disclosed auricular fibrillation 
with a rapid ventricular rate (135 per min.) 
There was “no definite evidence of myocardial 
infarction.” 

Clinical Courses: The patient was given 
nasal oxygen, demerol and penicillin (100,- 
000 u.q.4 h.). During the first 12 hours he 
received 1500 cc. plasma and 500 cc. whole 
blood, together with 2000 cc. of other par- 
enteral fluids. However, his blood pressure 
never rose over 74/52 and gradually he be- 
came more cyanotic. Gastric suction was 
started with an initial recovery of 1500 cc. 
of thick green fluid. The patient went into 
coma. Thirty units of regular insulin I.V. 
failed to affect any change. He was then 
given 0.6 mg. and 0.4 mg. of digitoxin I.V. 
six hours apart. Despite all efforts his course 
was rapidly downhill and he died 20 hours 
after admission. 


Clinical Diagnosis 


DOCTOR HARRISON: As is so often the 
case the first lesson to be learned here con- 
cerns the importance of a good history in 
evaluating a difficult diagnostic problem 
such as this one. Many times it’s the little 
details which are crucial not a simple state- 
ment such as, bowel habits were regular 
with the exception of one or two or three 
occasional appearances of red blood in the 
stool. In this case questioning was dropped 
at this point — that was just the place 
where it should have started. 

This patient, first seen at the age of 52, 
presented himself with some very common- 
place and apparently inconsequential symp- 
toms. The most important thing is the fact 
that the patient dated his symptoms back 
nine or 10 years — to the age of about 41 
years. At that time something caused him 
te be more easily fatigable and short of 
breath. Those, as I say, are commonplace 
symptoms, but they do suggest a few possi- 
bilities, e.g. early cirrhosis, early heart di- 
sease, some chronic fibrosing pulmonary dis- 
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order, or perhaps severe anemia. Then we 
jump seven or eight years to the next signif- 
icant statement, that for the past two or 
three years there had been exertional dysp- 
nea with orthopnea and pedal edema. At 
this time he would be 49 or 50 years of 
age. Especially the orthopnea turns our at- 
tention again to some cardiac disorder. The 
intermittent pain and soreness two or three 
times a day in the RUQ of the abdomen, 
not related to anything in particular, would 
also fit into the pattern of congestive heart 
failure. Many times patients with conges- 
tive failure will have tenderness in the RUQ, 
and sometimes they describe this as pain. 
This complaint could also fit with cirrhosis. 
We find that the bowel habits were regular, 
but that the patient had had some red blood 
in the stools, assumed to be from hemor- 
rhoids. Since hemorrhoidal bleeding may be 
a manifestation of increased portal pressure, 
this brings up the question of cirrhosis 
again. We must presume the statement of 
regular bowel habits to exclude diarrhea, 
tenesmus, the presence of pus or mucus or 
any other significant change which might 
reflect an intestinal lesion accounting for 
this bleeding. At least tentatively we'll 
have to accept hemorrhoids as the most like- 
lv source of blood in the stool. 


At this point we note a statement that 
there had been a 30 pound weight loss in 
two years; this we certainly must bear in 
mind. It is stated that the liver was tender 
and enlarged, the margin extending six fin- 
gers below the right costal margin. That 
this hepatic enlargement might be from con- 
gestive failure is not a reasonable supposi- 
tion when we consider that the patient had 
a normal blood pressure and that the heart 
was normal to physical examination. At 
about this point in the patient’s course first 
mention is made of glycosuria—2+ sugar 
in a single urine specimen. Presumably fur- 
ther studies were planned to continue the 
investigation, but the patient did not keep 
his appointment and was not seen again 
for nine months. His weight loss had con- 
tinued and he had begun to be aware of 
his enlarged liver from a feeling of fullness 
and discomfort in his RUQ. He did have 
one plus edema of his feet and ankles. Again 
a urine specimen contained a trace of glu- 
cose. 
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Physical examination of his chest was 
negative and the heart shadow was normal 
on x-ray. There was an area of fibrosis 
found in the right upper lung field, sug- 
gestive of tuberculosis. Appropriate follow- 
up studies were recommended but again the 
patient failed to keep his appointment and 
again we are left up in the air. It was one 
month later that he was admitted to the 
hospital in extremis. Ten days before this 
admission there occurred a rather sudden 
increase in the abdominal pain, and I’m 
inclined to believe that this was severe pain. 
Then he became dyspneic, and within a day 
or two began to have a persistent cough, 
(That’s the first mention we have of that) 
and some nausea with vomiting. For the two 
or three days immediately before he was 
admitted he hadn’t eaten anything. He be- 
c«me irrational, semi-comatose, and was 
brought to the hospital. This brings to mind 
again diabetes, and I should have mentioned 
before, in regard to the positive urine sugar 
tests, that diabetes can produce an enlarged 
liver and can, of course, cause weight loss. 
Uncontrolled diabetes can give a very dis- 
turbed general metabolic picture. There is 
a great deal to be desired in the history that 
is not here if we are to consider diabetes 
as playing a major role in this man’s di- 
sease. At the time of last admission rectal 
temperature was 102.4°, pulse 130, presum- 
ably regular, respiration 40, and BP 60/?. 
The skin was cold and clammy and there 
was some cyanosis. A few scattered spider 
hemangiomata were described which were 
not mentioned before. Respiratory excursions 
were unequal, with very little expansion on 
the right side. There was dullness to percus- 
sion, most marked in the basilar regions and 
marked increase in tactile fremitus. Rales 
were present in both lungs, more noticeable 
in the right. We know that this dullness to 
percussion is not from pleural effusion since 
we have increased tactile fremitus and we 
assume that these findings indicate pneu- 
monia. The heart was normal! in size to per- 
cussion. An electrocardiogram revealed au- 
ricular fibrillation at a rate so rapid that it 
might not have been easy to detect by physi- 
cal examination. I don’t think that this is of 
major consequence, but rather a reflex dis- 
turbance, — not arising from primary heart 
disease. 
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Back to the physical examination, it’s of- 
ten a problem to learn much from palpating 
the abdomen of a comatose or semi-coma- 
tose individual. There was marked guard- 
ing and a questionable mass in the epigas- 
trium, assumed to be part of the liver, or 
at least continuous with the markedly en- 
larged liver. 

Turning to the laboratory data it’s rather 
surprising that, after the illness which has 
been described to us, the patient has a 4.3 
million red count, a hematocrit of 41 per 
cent, and 12 gm. per cent Hb. Although his 
white count was but questionably elevated 
he had an increased percentage of neutro- 
phils, 40 per cent of which were stabs. Cer- 
tainly this shift in white count is additional 
evidence of an active pyogenic process, to 
go along with fever and findings of pneu- 
monia. The NPN was 158 mg. per cent. We 
have had no previous report of proteinuria 
casts, etc. — nothing to suggest previous 
kidney disease, but here now is evidence 
of uremia in this man who has been in a 
state of profound shock for from seven to 
10 days. Urinalysis did not reveal sugar or 
acetone. Serum amylase was 39 mg. per 
cent which is quite low, a value that we 
might expect to see in late pancreatitis 
where extensive pancreatic destruction had 
occurred. Additional evidence of pancreatic 
insufficiency is found in the several in- 
stances of glycosuria which would indicate 
sume degree of diabetes for nearly a year. 
During his last admission the patient’s blood 
sugar was 317 mg. per cent. During this 
short, terminal hospitalization efforts were 
made to effect some change in the very 
low blood pressure. Transfusions with whole 
blood and plasma, together with other fluids, 
4,000 ce’s in approximately 12 hours, failed 
to have much effect. Neither did insulin in- 
travenously nor digitoxin. 

To summarize the pertinent findings in 
this individual, we have evidence of some 
liver disturbance without jaundice at any 
time, without ascites, and without much in- 
digestion. We have evidence of pancreatic 
insufficiency — we have evidence of pul- 
monary disease, both chronic (by x-ray) 
and acute (terminal). We have at least ter- 
minal renal insufficiency without sufficient 
information to be sure that this was not 
an exacerbation of some chronic disease. 
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However, I believe that his terminal shock 
state can explain the elevated NPN. We 
have very suggestive evidence that some 
acute abdominal process provoked the term- 
inal events, an acute abdominal crisis such 
4S May occur in pancreatitis. As a matter 
of fact, this terminal picture includes all 
of the essential features for a diagnosis of 
pancreatitis. We might assume here that the 
patient’s recurrent pain was from the pan- 
creas, although admittedly somewhat atypi- 
cal in character. With a very large liver, 
persistently enlarged from the vary earliest 
observation of the case, one would be justi- 
fied in giving consideration to a primary 
neoplasm of the liver, but as we have re- 
marked, there was no ascites — not even at 
the time of death. He had no findings which 
would be strong evidence of portal hyper- 
tension and he certainly had plenty of time 
to develop such changes. At no time is men- 
tion made of the spleen in this case, so we 
-an infer that at least marked splenomegaly 
was not a feature. His blood picture, par- 
ticularly his lack of anemia, seems to me 
additional evidence against neoplastic di- 
sease of the liver. If we assume that the 
patient had tuberculosis of the lung, which 
I’m inclined to do, we must consider the 
possibility of a large tuberculous process in- 
volving the liver. This is rare and I don’t 
believe that this was the cause of hepatic 
enlargement. 


Can we relate these findings to a single 
major disease? This is what I shall try to 
do. For my first choice I’m going to con- 
sider pulmonary tuberculosis with second- 
ary amyloidosis involving principally the 
liver, infiltrating and enlarging it to pro- 
duce so-called lardaceous liver, with involve- 
ment also of the pancreas and probably the 
spleen and kidneys. I believe that an acute 
intraabdominal crisis, similar to acute pan- 
creatitis, with peritonitis and ileus was the 
terminal event and was the cause of shock. 
Finally, of course, terminal pneumonia com- 
plicated the picture. 


Clinical Discussion 


QUESTION: Could one consider hemo- 
chromatosis without bronzed pigmentation 
of the skin, and if so, would this fit the 
picture? 
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DOCTOR HARRISON: I think this is 
worth considering. It would certainly help 
to explain this atypical diabetes, and would 
go along with the other findings too. 

QUESTION: Could the terminal abdomi- 
nal episode be secondary to thrombosis of 
portal vein? 

DOCTOR HARRISON: I doubt it. Our 
history is not entirely adequate but I’m in- 
clined to think that the abdominal episode 
happened very quickly, too precipitously to 
be explained by vascular occlusion. Also, he 
lived for 10 days after this episode during 
which time we would have expected some- 
what different signs and symptoms to have 
developed. 


Pathologic Findings 


DOCTOR HOPPS: Doctor Harrison has 
done a very skillful job in resolving this 
problem. He has concluded that the patient 
had some condition which lasted for a long 
time and which involved the pancreas to 
produce considerable pancreatic deficiency 
and which involved also the liver. He men- 
tions both amyloidosis and hemochromatosis 
as possibilities. This man had hemochroma- 
tosis, which had produced cirrhosis of the 
liver and had also lead to much damage of 
the pancreas. This latter was reflected in a 
rather characteristic type of diabetes — a 
form notoriously difficult to control. The 
question was raised about bronzing of the 
skin. In most of the textbooks the situation 
is wrongly stated. The inference is given 
that bronze diabetes is a synonym for hemo- 
chromatosis. If one evaluates the cases of 
hemochromatosis that have been described 
in the literature to find which of these pa- 
tients had clinical diabetes and which of 
them also had recognizable bronzing of the 
skin, one finds that this particular combi- 
nation of signs and symptoms occurs in con- 
siderably less than half of patients with 
hemochromatosis. So “bronzed diabetes”, 
representing a patient with a complexion 
like an Indian and outspoken diabetes, is 
found in the minority of those with hemo- 
chromatosis. 

At the time of autopsy we could see no 
evidence of bronzed discoloration of the 
skin. When the abdominal cavity was open- 
ed the liver was found to extend 12 cm. 
below the costal margin in the right mid- 


68 


ciavicular line. There was no excess of fluid 
in the abdominal cavity and no evidence of 
peritonitis or other inflamatory process. 
The pleural cavity contained some fibrous 
adhesions in the left apex that could well 
have been the result of old tuberculosis. 
There was no evidence of active tuberculosis. 
The right pleural cavity was completely 
obliterated by easily separable fibrinous 
adhesions. This right lung did not collapse 
al all. It weighed 1960 gm. and was very 
cense. It presented the typical picture of red 
to gray hepatization and there was an area 
of beginning suppuration. Cultures made 
from this obvious lobar pneumonia revealed 
Klebsiella pneumoniae (Friedlander’s bacil- 
lus). That’s a very serious condition, as you 
know. It carries a high mortality rate, a 
very high mortality — especially if it isn’t 
recognized and treated. Friedlander’s lobar 
pneumonia, with suppuration, can easily ac- 
count for abdominal manifestations. As in 
this case, intestinal obstruction often is a 
medical problem, in terms of being a re- 
flex paralytic ileus. You might think that 
this lobar pneumonia was a rather peculiar 
complication, but it is not; it fits in with the 
diagnosis of hemochromatosis. Hemochrom- 
atosis, as you know is an inborn error of 
iron metabolism in which an iron-containing 
pigment, predominantly hemosiderin, piles 
up in great amounts not only in reticulo- 
endothelial cells, but in epithelial cells too, 
especially the parenchymal cells of the liver 
and pancreas, setting up a low grade chron- 
ic inflammatory reaction which characteris- 
tically leads to a peculiar pigmentary cir- 
rhosis and atrophy with interstitial fibrosis 
of the pancreas. It affects the reticulo- 
endothelial system and the function of many 
other organs too. It certainly causes de- 
creased resistance to infectious disease and 
persons with hemochromatosis frequently 
succumb to some infectious disease that is 
a little out of the ordinary — infections 
that are often produced by organisms which 
are not highly pathogenic for normal per- 
sons. The spleen was enlarged to 450 gm., 
which is not quite large enough to lead to 
ready palpation. The liver weighed 2640 gm., 
which is nearly twice normal. There was an 
increased resistance to sectioning and both 
capsular and cut surfaces gave a _ pebble- 
grained appearance which grossly indicated 
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uni-lobular cirrhosis. The kidneys were con- 
siderably enlarged, weighing 300 and 270 
gm. respectively, and there was marked par- 
enchymatous degeneration. I agree with Doc- 
tor Harrison that the azotemia was probably 
pre-renal and related to hypotension. These 
were the main findings except for the heart. 
The heart weighed 400 gm., representing 
slight hypertrophy. There were rather mark- 
ed changes here in terms of parenchyma- 
tous degeneration, i.e. degenerative changes 
of muscle fibers. Fat stains of the cardiac 
muscle revealed a very marked degree of 
fatty change within the individual muscle 
fibers. These changes would explain the 


terminal myocardial failure and hypoten- 
sion, on a toxic basis and would also ex- 
plain auricular fibrillation. 

Our final pathologic diagnosis was: 

Hemochromatosis with marked involve- 
ment of liver, producing cirrhosis, and pan- 
creas, producing diabetes mellitus 

Lobar pneumonia, right (K. penumoniae) 
with early abscess formation and with fib- 
rinous pleuritis and pericarditis 

Septic splenitis, acute 

Parenchymatous degeneration of kidneys, 
marked 

Fatty change of myocardium, marked. 





On TV Programs 


Faculty members of the University of 
Oklahoma School of Medicine have been 
participating in a series of TV programs 
on two Oklahoma City television stations. 

Presented by the Oklahoma Medical Re- 
search Foundation, one series of programs 
is televised on WKY-TV at 2:30 p.m. Sun- 
day. 

A series of programs on Family and Child 
Health is televised on KWTV from 11:45 to 
12:00 noon on Wednesdays. 


Elected To Fraternity 


The following faculty members and stu- 
dents at the University of Oklahoma School 
of Medicine have been elected to member- 
ship of the Alpha chapter of Alpha Omega 
Alpha, honorary medical fraternity: 

Loyal Lee Conrad, M. D., Assistant Pro- 
fessor of Research Medicine; Onis G. Hazel, 
M. D., Clinical Professor of Dermatology 
and Syphilology; William G. Rogers, M. D., 
clinical Professor of Gynecology ; Harry Wil- 
kins, M. D., Professor of Surgery; and Rob- 
ert N. Barnes, Shelby D. Barnes, William 
Hathaway, John W. Johnson Jr., and Wil- 
liam Tex Stone, all senior medical students. 
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NEW OFFICERS of the Oklahoma Academy 
of General Practice elected at the annual 
meeting in February are: President-elect, 
Ear! Lusk, M. D., Tulsa; Vice-President, Roy 
Anderson, M. D., Cordell; Secretary-Treas- 
urer, Elmer Ridgeway, Jr., M. D., Oklahoma 
City (re-elected) ; Director, Mark Holcomb, 
M. D., Enid; Delegate to the American Acad- 
emy of General Practice, Malcom Phelps, M. 
D., El Reno (re-elected) ; and Alternate, E. 
A. McGrew, M. D., Beaver. E. T. Cook, M. D., 
Anadarko, is serving as President. 


J. E. BROOKSHIRE, M. D., Tulsa, was re- 
cently pictured on the cover of Akdar Shrine 
News as a Shriner of more than 50 years. 
He is believed to have been active in the 
Shrine longer than any member in Akdar. 


LEROY LONG, M. D., Oklahoma City, has 
endowed an annual award for the freshman 
medical student with the highest rating in 
anatomy. The student will receive the latest 
edition of Callander’s “Surgical Anatomy”. 


WARREN B. POOLE, M. D., has recently 
moved from Oklahoma City to Lubbock, 
Texas. His address is 3020 34th St., Lubbock. 
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PRESIDENT’S LETTER 


The 83rd Congress is now in session. It becomes the duty of the American doctor to 
again acquaint himself with bills introduced concerning the health and welfare of the people 
of this nation. 

The President-Elect, Doctor Walter B. Martin, a member of the Board of Trustees of the 
American Medical Association, was called upon to make a statement for American medicine to 
the Committee on Interstate and Foreign Commerce of the House of Representatives. Doctor 
Martin made a very complete statement covering the efforts of medicine to furnish better and 
more complete medical care of the sick. He pointed out the progress of our educational facili- 
ties and the aid of organized medicine to research. This support has produced the best health 
care in the world. This statement will appear in the Journal of the American Medical Associa- 
tion in the very near future. I recommend that everyone read it carefully, because of the vast 
amount of factual material that is so vital to our understanding of the subject. It will help us 
to give intelligent answers to the inquiring public. 

In spite of the organized and widespread efforts of the profession, there appears to be 
need for improvement. The man in the street is still clamoring for what is apparently some- 
thing not available to him at this time. This demand is evidenced by the new bills that have 
been introduced. There are requests for more complete coverage by health insurance com- 
panies and more federal aid to the needy—for increasing the Social Security benefits, even to 
include the physician—assistance is asked for dependents of military personnel, to rehabilitate 
the handicapped, to increase veterans care, and to further aid families afflicted by catastro- 
phic illnesses. More appropriations are asked for medical schools and for scholarships to aid 
medical students. These bills all call for Federal spending at a national level for problems that 
could be more economically and efficiently handled at a local level. 

Six Regional Conferences on Legislation have been held by the A.M.A. at strategic points 
over the United States in the past two months. These conferences were sponsored by the Chi- 
cago office to study current legislation and to discuss these important subjects so that a gen- 
eral consensus of opinion could be obtained by the Legislative Committee. These conferences 
were well attended and were extremely enlightning, both to the delegates and to members of 
the National Legislative Committee. It made possible a more intelligent and democratic view- 
point of our program. It behooves us to keep informed in regard to the progress of this legis- 
lation so that we may furnish convincing answers to the public and to consult with our mem- 
bers of Congress in their thinking on these important bills of health and legislation. 





Sincerely yours, 


; 2 Marcel nd. 


President 
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Clinical Results* with Banthine Bromide 


(Brand of Methontheline Bromide) 





22 Published Reports Covering Treatment of 1443 Peptic Ulcer Patients with Banthine 


Comprising the reports published in the literature to date which give specific facts and figures of the results of treatment 
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references to Banthine therapy in peptic ulcer 
and other parasympathotonic conditions have 
appeared in medical literature. Of these re- 
ports, 22 have presented specific facts and 


figures on the results of treatment in a total of 
1,443 peptic ulcer patients, 67.8 per cent of 


whom were reported as chronic or resistant 
to other therapy. These results are tabulated 
above and show 4 

“Good” relief of symptoms was obtained in 
81.3 per cent of the 1,405 patients on whom 
reports were available. 

“Complete” evidence of healing was ob- 
tained in 70.5 per cent of the 783 patients on 
whom reports were available 

In all but 9.3 per cent, relief of pain was 

good” or “law In all but 22.9 per cent, evi 


dence of healing was comple te” or moderate 


ine stot teva TYPES OF ULCERS wee *, ~~ aes * — oe EVIDENCE OF HEALING 
Therapy | Ovodenal | jejunal | Stomal | Gastric | Good Fave Poot | meport ications’) of Drug? Complete | Moderate None No Report 
Grimson, Lyons, Reeves || 100 100 3 7? a u ‘ 5 a 19 be] 
Friedman 1s is “ 1 5 4 e 2 13 
Crcteneed, Ricken, Cong. as 2% 2 5 16 ‘ 6 il 8 6 2 
a — + — pre 162 ws | 2 | nu 2:7 1 rT 5 ? 29 
Segal, Fredman, Watson uM 34 ue “ 3 ? 2 5 8 “ 
Brown, Coltins 7 99 Ww? 97 ? i 5 8 $s s 4 oo 
Asher ” 65 ? 5 $2 s 16 16 s 2 4 
a. 5 ‘ 5 ‘ 1 3 2 
Winkelstern 116 16 102 a 6 102 ih] B hy as 
Hall, Hornisher, Weebs ty 18 ty +t 1 e 18 
Maver, Meili 38 38 24 le 27 ? 4 10 2 $ 21 
Meyer, Jarman 2 18 2 21 4 bay 
Poth, Fromm 37 ” 7 3 3 i 3 3 i 
Plummer, Burke, Wihams 4 4l 4l al 5 3a 3 
McDonough, O'Neil 104 100 104 63 10 vu i 4 il 89 
Broders 60 60 se 1 1 35 19 6 10 1 “> 
 tegerten Texter, Ruffin ll il ll u 
——f 
—— 16 69 1 35 2 10 ‘ 10 2% 10 a 
Ogborn 42 39 2 1 an \ - 
Shaken 43 48 48 3 10 3 2 3 10 3 
Jobaston 145 145 145 143 2 2 143 2 a 
Rossett, Knox, Stephenson] 146 M4 5 146 av 83 9 
TOTALS 1443 968 1380 7 a 38 1142 132 3) 2 26 54 $82 $2 7° 634 
PERCENTAGES o78 956 12 04 24 3 4 93 37 705 66 229 “7 
1. Not included in tabulations. 6. Two with symptoms only, no demonstrable wicer a 
2. Included in “Retiet of Symptoms” as “Poor” and 7. Three were psychopathic patents and one had @ ventricular wicer of the lesser curvature 
in “Evidence of Healing” as “None 8 Roentgen findings after treatment period of two weeks forty seven had duodenal deformity 
3. Four had no symptoms when Banthine therapy was begun. 9. All returned to work within 2 week 
4. Of which seven were penetrative lesions and five partially obstructive. 10. In these four after rehet of symptoms Banthine was discontinued 
5. No symptoms were present in four because 6! urinary retention 
During the past three years, more than 250 During treacment, 26 patients required 


surgery or developed complications other 
than ulcer which required discontinuance of 


the drug before results could be evaluated. 
Of the remaining 1,417 patients, only 3.7 
per cent experienced side effects sufficiently 


annoying to require discontinuance of the drug. 





*Volume contaming complete references, with abstracts 


of 39 additional reports, will be furnished on request by 
(.. D. Seante & Co 


P. ©). Bex 5110, Checege 80. hea 
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A. M. A. Trustees Issue 
Statement On Health Plan 


After an all day meeting held in Chicago 
January 24, the A. M. A. Board of Trustees 
issued the following statement concerning 
the implications of the proposed Eisenhow- 
er health plan: 


“The Board of Trustees of the American 
Medical Association has given careful study 
te the President’s Message on Health de- 
livered to Congress on January 18. The 
Board is pleased to find in this message 
so many of the ideas and principles for 
which the American Medical Association has 
striven for so many years. 


“The Board endorses the general objec- 
tives of the President to extend needed fa- 
cilities, to promote further research, to in- 
crease coverage under voluntary health in- 
surance and to rehabilitate the disabled. 


“There are certain basic principles which 
the American Medical Association feels are 
essential in the consideration of any volun- 
tary health insurance program: there must 
be free choice of physicians and hospitals: 
the program must be founded on sound ac- 
tuarial data and there must be no direct 
or indirect control of the program by the 
government. 


“The Administration’s federal reinsurance 
proposal is indefinite. It is not clear wheth- 
er this is true reinsurance or another form 
of government subsidy. This whole subject 
needs careful study and until the plan is 
spelled out in detail the American Medical 
Association can make no further comment. 


“The American Medical Association feels 
that there may be other approaches to the 
problem of the extension of health coverage 
than that of federal reinsurance. For ex- 
ample, the A.M.A. has strongly supported 
legislation to permit deduction from income 
for tax purposes of medical and hospital 
bills and premiums paid for voluntary 
health insurance.” 
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First Industrial Conference Slated 


The University of Oklahoma School of 
Medicine will hold its first postgraduate In- 
dustrial Medicine symposium on May 20 and 
21 at the School of Medicine auditorium in 
Oklahoma City. 

This program is one of several activities 
spearheading the inclusion of industrial med- 
icine in the curriculum of the school. The 
meeting represents an effort toward bring- 
ing together industry, medicine, law, safety 
engineering and industrial relations for 
joint discussions of topics pertinent to these 
groups. 

Subjects to be covered include: Recent Ad- 
vances in Traumatic Surgery, Industrial 
Challenge to the Medical Profession, Aspects 
of Occupational Diseases of Interest to the 
General Practitioner, Fundamentals of In- 
dustrial Medical Practice, Mental Health in 
Industry, The Role of the Physician in La- 
bor Relations, Industrial Problems of the 
Painful Back, Workmen’s Compensation in 
Oklahoma, Current Psychosomatic Under- 
standings, Rehabilitation of the Industrial- 
ly.Injured, Injury Case Handling, Current 
Industrial Hygiene Methods, Industrial Safe- 
ty and Disability Evaluation. 

Among the speakers are: Dr. Earl D. Mc- 
Bride, Oklahoma City; Mr. W. H. Seymour, 
vice president of the Liberty Mutual Insur- 
ance Company, Boston; Dr. Stewart G. Wolf 
Jr., Oklahoma City; Dr. Kieffer Davis, Bar- 
tlesville, Okla., and Dr. Jean S. Felton, Okla- 
homa City. 

The symposium is sponsored jointly by 
the School of Medicine through its Office 
of Postgraduate Instruction, the Liberty 
Mutual Insurance Company, and the Okla- 
homa Academy of General Practice. 

Credit is given for attendance to the mem- 
bers of the Oklahoma Academy of General 
Practice and the registration fee will be $10. 
Those who are interested should register in 
advance with the Office of Postgraduate 
Instruction, University of Oklahoma School 
of Medicine, 800 N. E. 13th Street, Okla- 
homa City 4, Okla. 
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Physiological test 
compares Kent 


“Micronite” Filter with other cigarette filters 


To compare the efficiency of various 
filters as they affect physiological re- 
sponses in the cigarette smoker, drop 
in surface skin temperature at the last 
phalanx was measured. 


Using well-established procedures, 
the subject smoked conventional filter 
cigarettes and the new KENT with 
the exclusive Micronite Filter. 

For every other filter cigarette, the 
drop in temperature averaged over 6 
degrees. For KENT’s Micronite Filter, 
there was no appreciable drop. 

These findings confirm the results of 
ther scientific measurements that 
how these facts: 1) KENT’s Micronite 

Filter takes out far more nicotine and 


tars than any other cigarette, old or 
new. 2) Ordinary cotton, cellulose or 
crepe paper filters remove a small but 
ineffective amount of nicotine and tars. 


Thus KENT, with the first filter that 
really works, gives the one smoker out 
of every three who is susceptible to 
nicotine and tars the protection he 
needs . . . while offering the satisfac- 
tion he expects of fine tobacco. 

For these reasons, smokers have 
made the new KENT the most popular 
new brand of cigarette to be introduced 
in the last 20 years. 

If you have yet to try the new KENT 
with the exclusive Micronite Filter, may 
we suggest you do so soon? 
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Course on Pulmonary Disease 


Listed below is the initial program for the 
Pulmonary Disease Postgraduate course to 
be offered at the University of Oklahoma 
School of Medicine April 9 and 10. 

Friday Morning—April 9 
Chairman: Dr. L. J. Moorman 
9:00-9:45—Dr. J. Burns Amberson (New 
York University, Bellevue Hospital) 

The Early Tuberculosis Lesion and Its 

Treatment. 
10:00-10:45—Dr. Thomas Burford (Wash- 
ington University, Barnes Hospital) 

Indications for Surgery in Pulmonary Tu- 

berculosis 
11:00-12 :30—Panel Discussion — Treatment 
of the Complications of Tuberculosis. 

Moderator: Dr. P. M. McNeill 

Panel Members: Dr. J. Burns Amberson, 

Dr. Thomas Burford, Dr. Samuel M. 
Glasser. 
12:45-1 :45—Lunch—University Cafeteria 
Friday Afternoon 
Chairman: Dr. Floyd Moorman 
2 :00-2 :45—Dr. Richard V. Ebert. Mechanics 
of Pulmonary Ventilation and Tests of 

Pulmonary Function. 
3:00-4:00—Panel Discussion—Case Presen- 

tation—Pulmonary Emphysema. 
Moderator: Dr. Stewart Wolf 
Panel Members: Dr. Richard V. Ebert 

(Northwestern University, Veteran Re- 
search Hospital), Dr. R. H. Furman, Dr. 

A. E. Greer, and Dr. Simon Dolin. 
4:15-4:45—Dr. Allen E. Greer. Management 

of Empyema. 

5 :00-5 :30—Dr. James F. Hammarsten. Hyp- 
ertrophic Osteoarthropathy. 
(Continued on page 78) 
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ANNOUNCEMENTS 


Oklahoma State Medical Association 

May 10-11-12, 1954, Municipal Auditorium, 
Oklahoma City. House of Delegates, Sunday, 
May 9. 
Rural Health Conference 

Ninth National conference on rural health 
sponsored by the Council on Rural Heatlh 
of the American Medical Association, March 
4-6, Baker Hotel, Dallas, Texas. Pre-con- 
ference session for doctors only will be held 
Thursday morning, March 4, beginning at 
10:00 a.m. 
Chicago Medical Society 

Annual clinical conference, Palmer House, 
Chicago, Ill., March 2, 3, 4, 5, 1954. 
Doctors in Alcoholics Anonymous 

Fifth annual international group, May- 
flower Hotel, Akron, Ohio, May 14, 15 and 
16. For information and reservation address: 
Mayflower Hotel, Akron, Ohio. 


American Medical Association 

June 21-25, San Francisco, Calif. 
Industrial Medicine Symposium 

May 20 and 21. University of Oklahoma 
School of Medicine, Oklahoma City. Registra- 
tion Fee $10.00. Those interested should 
register in advance with the Office of Post- 
graduate Instruction, University of Okla- 
homa School of Medicine, 800 N. E. 13th St., 
Oklahoma City. 
Pan-Pacific Surgical Association 

Sixth Congress will be held in Honolulu 


in October, 1954. For further information 
write F. J. Pinkerton, M. D., Director 


General, Pan-Pacific Surgical Association, 
Suite Seven, Young Bldg., Honolulu, Hawaii. 
American Goiter Association 

Annual meeting will be held April 29, 30 
and May 1, Somerset Hotel, Boston, Mass. 





1420 N. Robinson 


FRED R. COZART 
R.F.D. No. 3 
Afton, Oklahoma 
Phone 807F11 





MID-WEST SURGICAL SUPPLY CO., INC. 
OF OKLAHOMA 
Phone RE 9-1481 
SALES AND SERVICE 
KERMIT HOWELL 
1340 S.W. 23 
Oklahoma City, Okla. 
ME 2-3694 
GEORGE ARMSTRONG 


“Soliciting The Medical Profession Exclusively” 


Oklahoma City 3, Okla. 


Fd LaFOLLETTE 
1139 N.W. 24th 
Oklahoma City, Oklahoma 
Phone JA 5-5356 


FLY HILL 
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The President’s Health 
Message To Congress 
In a special message to Congress on the 


nation’s health problems, President Eisen- 
hower proposes the following: 


Medical Care — Reinsurance. “Better 
health insurance protection for more peo- 
ple can be provided. . . The government can 


and should work with them (private and 
non-profit organizations) to study and de- 
vise better insurance protection to meet the 
public need. . . I recommend the establish- 
ment of a limited federal reinsurance serv- 
ice to encourage broader health protection 
to more families. This service would rein- 
sure the special additional risks involved in 
such broader protection. It can be launched 
with a capital fund of $25 million provided 
by the government, to be retired from re- 
insurance fees.” 

(An administration spokesman said the 
program would not involve “subsidies.” The 
Department of Health, Education, and Wel- 
fare expects to send its specific recommen- 
dations to Congress, within the next two 
or three weeks.) 

Rehabilitation. ““There are 2,000,000 dis- 
abled persons who could be rehabilitated and 
thus returned to productive work. Only 60,- 
00 now are being returned each year. Our 
goal should be 70,000 in 1955 . For 1956, 
100,000. . . In 1956 the states should begin 
to contribute to the cost of rehabilitating 
these additional persons. .. By 1959, with. . . 
states. . . sharing with the federal govern- 
ment, we should reach the goal of 200,000... 
We must extend greater assistance to the 
states (for). . . specialized training of per- 
sonnel. . . research, clinical facilities for re- 
habilitative services. . . the development of 
community centers and special workshops.” 
Details of cost to be set forth in budget 
message. 

Construction of Medical Facilities. ““New 
hospital construction continues to lag be- 
hind the need. (but). . . hospital con- 
struction meets only part of the urgent need 
for facilities. . . I. . . propose added assist- 
ance or assistance in the construction of (a) 
non-profit hospitals for care of chronically 
ill, (b) non-profit medically supervised nurs- 
ing and convalescent homes, (c) non-profit 
rehabilitation facilities for the disabled, (d) 
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non-profit diagnostic or treatment centers 
for ambulatory patients. . . I (also) recom- 
mended. . . special funds be made available 
to the states to help pay for surveys of 
their needs.” 

(Legislation already introduced in both 
houses provides for grants of $20 million 
for diagnostic or treatment centers, a like 
amount for chronic disease centers, and $10 
million each for rehabilitation facilities and 
nursing homes. These sums would be in ad- 
dition to the appropriation under the regular 
Hill-Burton Act, which this year is $65 mi 
lion.) 

Union Leaders Insist on National Health 
Insurance at Hearings. Spokesmen for the 
AFL and the CIO have informed the House 
Interstate and Foreign Commerce Commit- 
tee they still favor a compulsory national 
health plan as “the only adequate answer to 
the need of our people.” Not all labor wit- 
nesses took the all-or-nothing position. A. J. 
Hayes, president of the International Asso- 
ciation of Machinists and former member 
of the Truman Health Commission, testi- 
fied: “Since it appears that the chances of 
achieving the ultimate solution are fairly re- 
mote, we will cooperate in any program 
which is a step in the right direction.” 

Jerry Voorhis, executive secretary, Co- 
operative Health Federation of America, and 
former California Congressman, advocated 
more emphasis by physicians on group prac- 
tice. He said state and county medical so- 
cieties have been carrying on a “running 
attack” against such practice and he hoped 
there would be “spontaneous action by the 
AMA and its constituent organizations” 
against such “discrimination.” 

Dr. Dean A. Clark, general director, Mas- 
sachusettes General Hospital, who also served 
ed on the Truman Health Commission, test- 
ified in favor of matching funds to states 
to encourage development of comprehensive 
prepayment plans 

Relegation of Army SG Proposed: A pro- 
posed Army reorganization would relegate 
the Surgeon General on the administrative 
scale. The proposal is to create a Supply 
Command, responsible for the Technical 
Services, including the Medical Department. 
The recommendations are from an advisory 
committee under the chairmanship of Paul 
L. Davies, San Jose, Calif. industrialist. 
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1953 Interns Are 
Potential State Doctors 


For the benefit of physicians and com- 
munities desiring information about physi- 
clans seeking locations, the following list 
is published of the 1953 University of Okla- 
homa Medical School class and their intern- 
ship appointments. It is pointed out, how- 
ever, that some of the group will be going 
into military service while others will be 
taking additional postgraduate work. It is 
hoped that the list will be of some value 
because a number of the group will be going 
into private practice upon completion of their 
internships. 

Adams, Jerome M., Wm. Beaumont Army 
Hosp., El Paso, Texas; Allen, Rollie E., 
Brackenridge Hosp., Austin, Texas; Allison, 
Robert L., Brackenridge Hosp., Austin, Tex- 
as; Amdall, Robert O., University — 2 year, 
Oklahoma City, Oklahoma; Athey, Clanton 
R. Jr., Wichita St. Joseph’s Hosp., Wichita, 
Kansas. 

Bailey, Harry K., University — 2 year, 
Oklahoma City, Oklahoma; Ballinger, Thom- 
as I., St. Joseph’s Hosp., Fort Worth, Texas; 
Beasley, Gerald L. Jr., V. A. Hosp., Okla- 
homa City, Oklahoma; Bennett, Wayne E., 
U. S. Navy Hosp., San Diego, California; 
Boles, Robert D., Army-Navy Gen. Hosp., 
Hot Springs, Arkansas; Bricker, Earl M. 
Jr., St. Anthony Hosp., Oklahoma City, Okla- 
homa; Brooks, Quentin T., Wesley Hosp., 
Oklahoma City, Oklahoma; Brown, Claude 
H. B., University — 2 year, Oklahoma City, 
Oklahoma ; 

Carey, Philip O., Brooke Army Hosp., San 
Antonio, Texas; Castle, Eugene A., Univer- 
sity — 1 year, Oklahoma City, Oklahoma; 
Cathey, Charles W., Denver Gen. Hosp., Den- 
ver, Colorado; Collins, William R., Kansas 
city Gen. Hosp. +1 Kansas City, Missouri; 
Cox, Walter M., St. Anthony Hosp., Okla- 
homa City, Oklahoma; Crawford, Perry F., 
St. Luke’s Hosp., Chicago, Illinois. 


Davenport, Charles D., Wichita St. Jo- 
seph’s Hosp., Wichita, Kansas; Denny, Wil- 
liam F., George Wash. Univ. Hosp., Wash- 
ington, D. C.; Devine, J. C., Univ. of Texas 
Hosps., Galveston, Texas; Dietrich, Bailey 
L., V. A. Hosp., Oklahoma City, Oklahoma; 
Dowdy, Gerald S. Jr., V. A. Hosp., Okla- 
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homa City, Oklahoma; Duffy, Mary L., Uni- 
versity—1 year, Oklahoma City, Oklahoma. 

Eddington, Allen B., University — 1 year, 
Oklahoma City, Oklahoma; Engles, Raymond 
L., V. A. Hosp., Oklahoma City, Oklahoma; 
Ewing, William F. Jr., Salt Lake Gen. Hosp., 
Salt Lake City, Utah. 

Finn, Thomas C. Jr., University — 1 year, 
Oklahoma City, Oklahoma; Floyd, John H. 
University —1 year, Oklahoma City, Okla- 
homa. 

Harris, Jack A., East Tenn. Baptist Hosp., 
Knoxville, Tennessee; Harrison, William S., 
University Hosp., Ann Arbor, Michigan; 
Harvey, William G. Jr., University — 2 
year, Oklahoma City, Oklahoma; Honaker, 
Jack D., Providence Hosp., Waco, Texas; 
Honick, Gerald L., University — 1 year, 
Oklahoma City; Oklahoma. 

Jacobs, Luster I. Jr., Fitzsimons Army 
Hosp., Denver, Colorado; Jeter, Wiley P. 
Jr., University — 1 year, Oklahoma City, 
Oklahoma. 

Lair, Burke, Providence Hosp., Seattle, 
Washington; Lively, Gerald A., St. Joseph’s 
Hosp., Fort Worth, Texas; Lowell, James 
R., Good Samaritan Hosp., Dayton, Ohio; 
Lumpkin, Lee Roy, Tripler Army Hosp., Mo- 
analua, Honolulu, T. H. 

Mahan, Frank L., Letterman Army Hosp., 
San Francisco, California; Masters, Paul L., 
Wichita St. Joseph’s Hosp., Wichita, Kan- 
sas; Mauldin, Howard P., Wichita St. Jo- 
seph’s Hosp., Wichita, Kansas; McCabe, Jack 
M., Fitzsimons Army Hosp., Denver, Col- 
orado; McCabe, William R., University — 
1 year, Oklahoma City, Oklahoma; McFar- 
land, James R., University — 1 year, Okla- 
homa City, Oklahoma; McGovern, Joseph 
D. Jr., Wesley Hosp., Oklahoma City, Okla- 
homa; Moore, Benjamin H. Jr., University 
— 2 year, Oklahoma City, Oklahoma; Moore, 
Robert, Wichita St. Joseph’s Hosp., Wichita, 
Kansas; Moore, William R., Hillcrest Me- 
morial Hosp., Tulsa, Oklahoma; Morgan, 
Robert F., University —2 year, Oklahoma 
City, Oklahoma; Morgan, William L., Hill- 
crest Memorial Hosp., Tulsa, Oklahoma; 
Morse, James O., Los Angeles County Hosp., 
Los Angeles, California; Morton, Donald G., 
Mercy Hosp., Oklahoma City, Oklahoma; 
Moseley, Jack E., Wichita St. Joseph’s Hosp., 
Wichita, Kansas. 

(Continued on page 78) 
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J. E. HARBISON, M. D., 1878-1954 


J. E. Harbison, M. D., founder of Okla- 
homa City General Hospital (now Mercy 
Hospital), Oklahoma City, died January 5 
of coronary thrombosis. 

Doctor Harbison had retired in 1951 after 
more than 50 years in the medical profes- 
sion. He was born in Benton, Tenn. and was 
graduated from Baylor University in 1901. 
He moved to Indian Territory near Duncan 
in 1905 and practiced there until moving 
to Oklahoma City in 1911. 


(Continued from page 76) 

Nunnery, Arthur W., Strong Mem. & 
Roch. Mun., Rochester, New York. 

Overstreet, Robert J., St. Luke’s Hosp., 
Chicago, Illinois. 

Parrish, Jack W., Hillcrest Memorial 
Hosp., Tulsa, Oklahoma; Peffly, Elmer D., 
Wesley Hosp., Wichita, Kansas; Petrie, 
Robert B., Wesley Hosp., Oklahoma City, 
Oklahoma; Pinkerton, Clarence B., Univer- 
sity — 2 year, Oklahoma City, Oklahoma; 
Power, Robert E., Henry Ford Hosp., De- 
troit, Michigan. 

Rahhal, Lindbergh J., Kansas City Gen. 
Hosp. #1, Kansas City, Missouri; Rhine, 
John R., Hillcrest Memorial Hosp., Tulsa, 
Oklahoma. 

Seelig, Darrell A., V. A. Hosp., Oklahoma 
City, Oklahoma; Sheffel, Donald J., U. S. 
Navy Hosp., San Diego, California; Smith, 
carl W. Jr., Barnes Hosp., St. Louis, Mis- 
souri; Standifer, John J., U. S. Navy Hosp., 
Bremerton, Washington; Stover, Robert M. 
University — 2 year, Oklahoma City, Okla- 
homa; Svoboda, Catherine A., Wesley Hosp., 
Oklahoma City, Oklahoma. 

Taylor, Thomas W., Hillcrest Memorial 
Hosp., Tulsa, Oklahoma. 

Wall, Henry L., University — 2 year, 
Oklahoma City, Oklahoma; Webb, James A.., 
Army-Navy Gen. Hosp., Hot Springs, Ar- 
kansas; Whitcomb, Walter H., Salt Lake 
Gen. Hosp., Salt Lake City, Utah; Williams 
Richard G., Hillcrest Memorial Hosp., Tulsa, 
Oklahoma; Winters, Richard L., Denver Gen. 
Hosp., Denver, Colorado. 

Zumwalt, Robert B., Kansas City Gen. 
Hosp. #1, Kansas City, Missouri. 
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(Continued from page 74) 
Friday Evening 
6:30-7:30—Buffet Supper . . . for Regis- 
trants and Participants. Oklahoma Medi- 
cal Research Foundation. 
8:00—Open Lecture. All physicians, medi- 
cal students, nurses and medical person- 
nel invited. 
Dr. J. Burns Amberson. Pathogenesis of 
Unresolved Pneumonia. Introduction by 
Dr. L. J. Moorman. 
Saturday Morning—April 10 
Chairman: Dr. C. E. Bates 
9:00-9 :45—Dr. Thomas Burford. Diagnosis 
and Management of Chest Tumors. 
10:00-10:45—Dr. Richard V. Ebert. Differ- 
ential Diagnosis of Cardiac and Pulmon- 
ary Dyspnea. 
11:00-11:30—Dr. Peter E. Russo. Recent 
Advances in X-ray Diagnosis of Diseases 
of the Chest. 
11 :30-12:30—Panel Discussion — Case Pres- 
entation—Bronchiectasis. 
Moderator: Dr. James E. Hammarsten. 
Panel Members: Dr. J. Burns Amberson, 
Dr. Thomas Burford, Dr. Richard V. 
Ebert, and Dr. Peter E. Russo. 
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DIET MANUAL. Compiled by Special Com- 
mittees of the Oklahoma Dietetic Asso- 
ciation and the Oklahoma State Medical 
Association. 1953. 


This 33 page loose leaf manual is com- 
piled by a special committee of the Okla- 
homa Dietetic Association and a committee 
from the Oklahoma State Medical Associa- 
tion and is just off the press. It is well 
printed on legible, heavy paper. It con- 
tains a normal diet, three variations of a 
liquid diet, a soft diet, a bland diet with 
three variations, a low residue diet, a food 
allergy detection regime, low sodium diet 
with 500 mgs and a low sodium diet with 
four gms in a 24 hour allowance as well 
as directions for varying the caloric content 
of the low sodium regime. There is a com- 
plete diet for pregnancy, supplemental sched- 
ule for infants, diets for pre-school and 
school children, seven variations of the 
A.D.A. diabetic meal plan with the com- 
piete A.D.A. food exchange lists, tables of 
of desirable weights and measures for both 
men and women, tables of percentiles for 
height and weight from birth to 16 years 
and a table of recommended dietary allow- 
ances for men, women during pregnancy, 
children and infants for various degrees of 
activity. There is a rather complete chart of 
food constitutents and their common sources 
and directions for making bread without 
salt for a low sodium diet. There are two 
blank pages and a food comparison table for 
the short method of dietary analysis fol- 
lowed by an index of the material contained 
in the manual. 


The purpose of getting out this manual 
was to answer the demand for such a man- 
ual in small hospitals where a dietitian is 
not in attendance and for use by the gen- 
eral practitioner in his office and I feel 
that this manual answers the purpose quite 
well and probably answers the general pur- 
poses for most cases which are seen by the 
general practitioner or in small hospital 
practice. However, it appears to this review- 
er that there are three rather blatant omis- 
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sions in the manual. Since it seems that a 
weight reducing regimen or a 1000 calorie 
diet could have well been included in this 
manual. Since disturbances of purine metab- 
olism, likewise, are far more common than 
is recognized at present in general practice 
and since we feel that gout is a very fre- 
quently overlooked cause of rheumatic com- 
plaints a low purine diet could have well 
been included in this manual and since so 
much recent work has shown the importance 
of a low cholesterol] regimen in cardiovascu- 
lar disorders it would seem to this reviewer 
that a book which does not include any of 
these three diets is rather incomplete. 

There is included with each manual an 
order blank for any of the individual diets 
outlined in the manual (numbering 29 sep- 
arate diets) and these diets may be ordered 
by anyone in lots of 50 or 100 for dispens- 
ing to patients at a very reasonable price 
for the quality and grade of printing and 
paper on which they are presented. 

I feel that by and large the project has 
been well inaugurated and with a few addi- 
tions in the future with some possible dele- 
tions as, for instance, in the diet for preg- 
nancy I know of no particular difference 
from the diet for pregnancy and a normal 
diet or a normal bland diet. Therefore, the 
inclusion of this diet seems rather super- 
fluous. 

I also question the necessity of so many 
diabetic diet plans included in a brief man- 
ual of this sort. 

However, I feel that the diet manual pub- 
lished at this reasonable price of $1.25 is well 
worth the investment for anyone who has 
small institution where dieticians are not 
available in which case this is an easily 
followed regimen for most of the commonly 
encountered disorders. 

—Turner Bynum, M.D. 


GIFFORD’S TEXTBOOK OF OPHTHAL- 
MOLOGY. Francis Heed Adler, M. D. 
W. B. Saunders Company, Philadelphia 
and London, Fifth Edition. 1953. 
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This book is directed to medical students 
who will be expected to practice general 
medicine and as such the author has wisely 
attempted to concentrate on those eye di- 
seases which the general practitioner can 
be expected to see most frequently. Accord- 
ingly the sections on the hypertensive di- 
seases and diabetes are both thorough and 
detailed, whereas, the section dealing with 
surgery of the eye is limited only to the gen- 
eral indications for operative procedures. 
The book will provide a valuable reference 
for the general practitioner since it con- 
tains much about “ocular manifestations of 
general diseases”. There is much in these 
sections which is not even mentioned in the 
better known textbooks of internal medi- 
cine. 

The sections dealing with the various lay- 
ers and media of the eye as well as the 
extra ocular apparatus are presented in clear 
and lucid fashion in the classical textbook 
style. The illustrations are excellent although 
full color photographs of retinoscopic find- 
ings are all too infrequent. It seems a shame 
that there are so many black and white 
pencil drawings and that these cannot be 
replaced with the much easier to understand 
full color illustrations, either sketches or 
actual Kodachrome reproductions such as 
are employed for delineating the external 
appearance of the eye. This is, nevertheless, 
a fine text which any general physician or 
internist might well own. 

—John P. Colmore, M. D. 


THE NURSING MOTHER, Frank Howard 
Richardson, M. D., Prentice-Hall, Inc., 
New York. 1953. 


This is a very readable and well organized 
book which answers most questions in the 
minds of pregnant women who are contem- 
plating the dilemma whether or not to nurse 
their baby. The answers are forcefully stated 
but frankly biased. The author’s contention 
that natural breast feeding is healthiest for 
all babies is based more on exhortation than 
evidence and is a bit long winded. On the 
other hand the sections dealing with sup- 
posed dangers of breast feeding are well 
handled and the fear in the expectant moth- 
er’s mind is swept out with clearly stated 
recourse to the facts. 
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Obstetricians who favor breast feeding will 
find persuasive backing in this book which 
is intelligible to almost any patient who is 
able to read. 


—Stewart Wolf, M. D. 


AN ATLAS OF PELVIC OPERATIONS. 
Langdon Parsons, M. D. and Howard UI- 
felder, M. D. Illustrated by Mildred B. 
Codding, A. B., M. A. W. B. Saunders 
Company, Philadelphia. 1953. Price $18.00. 


“One picture is worth a thousand words” 
— an old Chinese proverb. 

If one accedes to this view then Doctors 
Parsons and Ulfelder with the very appar- 
ent capable surgical artist have written a 
tome of enormous dimensions. 

This reviewer has always held to the idea 
that if one wishes to learn technique of 
surgical procedures nothing helps like draw- 
ing it. Throughout the years this has been 
recommended to medical students and doc- 
ters. Graphic instruction is actually para- 
mount. 


The addition of certain procedures usually 
classified as General Surgery has been a 
happy inclusion. Bowel resection, henial re- 
pair and abdomino-perineal resection of the 
rectum come to mind. 

From “Biopsy of the Cervix” to “Repair 
of Vesico-Vaginal Fistula,” this Atlas is of 
great importance and value, not alone to 
gynecologists, but to the general surgeon as 
well. 


—L. J. Starry, M. D. 
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